Objective-To examine potential for alternatives to care in hospitals for acute admissions, and to compare the decisions about these alternatives made by clinicians with different backgrounds.
Introduction
The persistent excess of demand over supply for acute hospital care continues to make headlines.'-3 In their search for solutions some health authorities have looked to assessments of the appropriateness of acute care, ' but, while such assessments may identify those patients who do not require the full range of facilities available in hospitals for acute admissions, they fail directly to inform policy decisions about the pattern of services that should be provided. What is required is information about how the care of these patients could be more appropriately provided and, therefore, about the potential for change in the balance between primary and secondary care.
This paper focuses on the potential for changing provision of services by using a systematic method for identifying alternatives to acute hospital care. This method requires doctors to make choices about individual patients. We used three panels of doctors to show the choices that particular groups of doctors make and, more importantly, the impact that their different choices have on the assessed potential for change.
Methods
This study was designed in two phases. The first phase involved the classification of admissions to a hospital able to provide acute care into two categories on the basis of whether the patient could potentially have been treated in an alternative form of care. Category 1 admissions were defined as those for whom there is no alternative to admission to the hospital with its high technology facilities. Category 2 admissions were defined as those for whom there may have been a lower technology alternative to hospital admission. The second phase of the study involved the identification of potential alternative forms of care for patients classified as category 2.
SUBJECTS
Between August 1993 and January 1994, 700 admissions to the specialties of general medicine and care of the elderly at a hospital for acute admissions in a rural area of the South and West region were investigated prospectively. During this period all admissions on 26 predetermined days were assessed. These days were allocated evenly across the study period and ensured roughly equal representation of each day of the week. Random allocation of days was not possible due to the workload falling on one researcher.
The sample size was based on proportions of inappropriate admissions, which have been reported to be between 15% and 24%.78 Our aim was to obtain about 100 admissions that were category 2 for further study. In order to ensure a subsample of this size, the total sample was calculated on the basis of the minimum proportion quoted of 15%. With a sample of 700 admissions, it was possible to be 95% confident that the number of category 2 admissions would be between 82 and 120. These limits were considered to *be acceptable.
Admissions were assessed prospectively with a utilisation review tool developed and routinely used in the United States: the intensity-severity-discharge system with adult criteria (ISD-A).9 A trained researcher (Al) applied the tool to patients' notes in order to classify patients as category 1 or category 2. This classification is based on the severity of each patient's illness and the intensity of service that he or . This list was used by all three panels in order to allow comparisons, but flexibility was maintained for panels 2 and 3 by inclusion of an "other" option.
Each patient's abstract was independently assessed by two members of each panel, and each panel member assessed an equal number of abstracts. Within a partially balanced incomplete block design"' the assessment of each abstract was randomly allocated to pairs of panel members. (This design ensured that each participant was asked to assess the same number of abstracts, that each abstract was assessed by the same number of participants, and that particular pairs of panel members assessed the same number of abstracts.) Both of the general practitioner panels were convened before the start of the study and at the end of the study. At the initial meetings the general practitioners completed sample abstracts. Panel 1 also helped in the development of the list and standard definitions of alternative forms of care. The final meetings were used to ascertain the general practitioners' opinions about the results. The consultants in panel 3 were, for practical reasons, sent information about the study and their role by post, as were the three general practitioners who were unable to attend the initial meeting of their panel. Information about the panel members was obtained from brief self completed questionnaires and routine sources of data.
Results
All patients admitted to the specialties of general medicine and care of the elderly in the hospital on the 26 predetermined days were enrolled into the study until the target of 700 admissions to the hospital had been reached. However, data were subsequently unavailable for 14 patients, leaving 686 admissions available for study (547 to general medicine and 139 to care of the elderly). Of these admissions, 31 were elective and 35 were classified as review admissions (patients entered the admissions unit for observation and were sent home within eight hours). These elective and review admissions were not studied further. titioner with support from a district nurse for 24 hours, twice; on both occasions the suggested alternative was child care at home, direct access radiology, urgent x ray casualty assessment. Table 6 shows a summary of these investigation with intensive home support, and an results. outpatient appointment within one week. (see table 7 ). returning all the abstracts and two returning none. The maximum potential for change was based on the Table 5 shows the alternatives chosen by this panel; for assumption that a lower technology alternative could abstracts that were assessed by only one consultant, the be substituted for hospital care unless both panellists alternative chosen was ascribed to both consultants in assessing the abstract decided that care in a hospital for the table. For six abstracts no information was avail-acute admissions was appropriate. The minimum able. It is evident that, although alternatives to hospital potential for change was based on the assumption that admission were chosen less often than was the case with a lower technology alternative could be substituted the two general practitioner panels, the alternatives only when neither panellist thought that hospital care chosen fell into the two same broad groups as they did was required. Such ranges may be more useful than with the other panels. The "other" option was chosen point estimates given that, in practice, even doctors with similar backgrounds and experience do not always make the same decisions. BMJ VOLUME 312 20JANUARY 1996 Urgent outpatient appointment 8 10 All other alternatives 7 Hospital for acute admissions likely to favour alternatives that they had experience of. the panels' general lack of experience with such 24 alternatives, although it is possible that these alter- All three panels made similar concentrations in their choices of alternatives despite their different experiences. There were, however, marginal differences which might have been due to the panels being more natives were not the most appropriate for the particular admissions studied. The general practitioners in panel 2 chose the "other" option more often than those in panel 1. These doctors were not involved with the development of the list of alternatives, and this may have affected their use ofthe "other" category.
At the final meetings with the general practitioner panels some useful views were expressed. It was stated that, in retrospect, a category for a home visit within 24 hours, rather than within 48 hours, would have been more useful, though it was acknowledged that home visits in rural areas are time consuming and may not be the most efficient use of resources. It was also stated that very few admissions to hospital occur for entirely non-medical reasons and that this was why alternatives reflecting purely social care were rarely chosen. There was general agreement among the general practitioners that urgent access to an outpatient assessment was not always to obtain a consultant's opinion but was The present position of the Public Health service in England, in respect of the lack of security of tenure for its officers, must be regarded as in the highest degree unsatisfactory, and as indefensible upon grounds of public policy. The officer who does his duty to the public without fear and without favour, and who is unpossessed of that form of "tact" which consists in keeping on complaisant terms with the members of his local authority, irrespective of the interests of his district, lives with the sword of Damocles suspended over his head. True, the sword does not very often fall; public opinion is a force which a defaulting local authority has still to reckon with. But the sword may fall any day, and the officer may be practically ruined. It may be regarded as axiomatic that, other things being equal, the smaller the unit of sanitary administration the less efficient it is. bNut under existing circumstances of insecurity of tenure, every year sees the most promising and efficient combinations of sanitary districts fall to pieces. (BMJ 1896; i:546.) 
